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Case Report: Psychotherapy for a Male with  
Comorbid Borderline Personality Disorder and  
Posttraumatic Stress Disorder
Introduction
Borderline personality disorder (BPD), a diagno-
sis typified by affect dysregulation and impulsive 
behaviors, is known to cause significant, long-term 
functional impairment.1-7 BPD is a fairly common 
disorder, affecting 1.4% of the general population.2 
While BPD does not respond well to medications, 
several psychotherapeutic treatments have proven 
effective for this disorder.8-10 
BPD, posttraumatic stress disorder (PTSD), and 
complex posttraumatic stress disorder (CPTSD) 
comprise overlapping symptoms that, when co-
morbid, increase the complexity of treatment.5,11 
CPTSD has been defined as “a syndrome involving 
pathological dissociation, emotional dysregulation, 
somatization, and altered core schemas about the 
self, relationships, and sustaining beliefs (ie, mo-
rality, spirituality) in the aftermath of exposure to 
traumatic interpersonal victimization.”5 It has been 
suggested that BPD might be considered a subgroup 
of PTSD or CPTSD, in part because so many patients 
with BPD have experienced childhood abuse and/
or neglect.2,5 However, a recent study11 has instead 
found evidence of 4 distinct diagnostic groups in a 
sample of women with histories of childhood abuse: 
(1) PTSD, (2) CPTSD, (3) BPD with comorbid PTSD 
or CPTSD, and (4) a low symptom group. Research-
ers and clinicians are still learning how best to treat 
patients with comorbid BPD and PTSD or CPTSD4 as 
the evidence-based treatments for BPD and PTSD/
CPTSD differ in significant ways5,11 and the central 
tenets of PTSD-focused treatment can be so emo-
tionally overwhelming to individuals with BPD that 
they often drop out of treatment.5
Another area in which knowledge has been scarce 
is in regard to the adaptation of BPD treatment 
for males. In the past, BPD has been diagnosed 
more frequently in females than males in clinical 
samples—due in part to clinician bias in diagno-
sis and in part to sampling bias, as women utilize 
mental health treatment more frequently than 
men—but recent research has found equal rates 
of BPD between males and females in the commu-
nity.12 However, there do appear to be differences in 
diagnostic presentation between genders2,12-14 that 
are likely to affect treatment. For example, recent 
research suggests that men with BPD are more likely 
than women to evidence anti-social behaviors and 
to have higher rates of substance use disorders.12 
Male patients with a history of child sexual abuse 
may also struggle with this abuse history differently 
than females.13 Thus it is still unclear how to adapt 
treatment of BPD for males. 
Although BPD is treatable and can have a good prog-
nosis,14 treatment is often inefficacious if the patient 
and therapist are unable to develop a solid, trusting 
therapeutic rapport.15,16 Unfortunately, the nature of 
BPD makes building this rapport more difficult and 
time-consuming than for other psychological dis-
orders.10,11,17 This higher rate of resource usage (ie, 
time in therapy) behooves clinicians and researchers 
to continue to work on ways of improving treatment 
efficiency and efficacy—including building therapeu-
tic rapport—especially with patients with the added 
complexity of comorbid PTSD/CPTSD. 
This case report details the long-term outpatient 
psychotherapeutic treatment of a male patient with 
comorbid BPD and PTSD. This case emphasizes the 
importance of therapeutic rapport as a founda-
tion for effective treatment. Moreover, this case 
illustrates how the treatment of comorbid BPD and 
PTSD requires an integrated approach that is flexibly 
adapted, based on the acuity of specific symptoms.
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Patient Information 
“Jack,” a 47-year-old biracial Asian-American/Cauca-
sian male presented to the outpatient mental health 
clinic at Denver Health Medical Center in December 
2011. His presenting psychiatric concerns included 
severe depression, anxiety, feelings of “emptiness,” 
and near-weekly parasuicidal cutting.
Jack reported a complex childhood trauma history. 
Diagnosed with congenital heart disease at the age 
of 2, he underwent open-heart surgery that year. He 
subsequently underwent 2 more open-heart surgeries 
and approximately 20 heart catheterizations. He re-
membered often being alone in the hospital while his 
mother cared for his siblings. His mother was emo-
tionally neglectful: for example, he noted that when 
he would have nightmares about his surgeries, she 
would not allow him to come into her room, and as a 
result he would sleep on the floor outside of her bed-
room door. His biological father left the family when 
he was quite young and his mother subsequently re-
married. Jack witnessed his stepfather physically and 
emotionally abusing his mother and was himself phys-
ically and emotionally abused by his stepfather. When 
Jack was 6 years old, he began to be sexually abused 
by his 12-year-old sister; this continued for a number 
of years. Eventually his brother (3 years older than 
Jack) also started sexually abusing him and mistreat-
ing him in other ways, such as intentionally rubbing 
pepper in his eyes. Further, Jack was sexually abused 
by a male mentor in the Big Brothers program when 
he was in seventh grade and was bullied by peers in 
high school. Jack reported having close relationships 
with his grandmother and a maternal aunt— the only 
close, positive adult relationships he could recall dur-
ing his childhood. 
Jack dropped out of high school in the tenth grade 
but subsequently graduated from an adult high school 
program. He married twice and had 1 son from his 
first marriage and 2 daughters from his second mar-
riage, which ended in 2007. During his second mar-
riage, he worked full-time, but often impulsively quit 
jobs due to severe panic attacks and interpersonal 
conflicts at work. After his divorce, Jack became 
homeless in 2009. He was awarded Social Security 
Disability that year for his mental health issues and 
eventually found permanent, subsidized housing. 
At the time of his intake at Denver Health, his physi-
cal health issues included pulmonary hypertension, 
obstructive sleep apnea, edema, and morbid obesity 
(body mass index=53).
Jack reported undertaking 3 sessions of psycho-
therapy with a male therapist prior to presenting at 
Denver Health, but noted that the relationship was 
not a good fit. He had not had any previous long-term 
therapy as an adult. Concurrently with this therapy 
course, he received medication management services 
from a psychiatrist in the same clinic.
Diagnostic Assessment 
At intake, Jack was diagnosed with major depressive 
disorder and posttraumatic stress disorder (includ-
ing intrusive and obsessional thoughts and trauma 
memories, especially related to sexual abuse and 
medical trauma he experienced in childhood; severe 
feelings of shame in regard to past sexual abuse, 
which led to his questioning his sexual orientation; 
avoidance of people/events related to past trauma; 
and dissociation). However, after some time, it be-
came apparent that he also met criteria for borderline 
personality disorder including severe fear of aban-
donment/rejection by attachment figures, extremely 
low levels of self-esteem, feelings of emptiness, and 
suicidal ideation. Jack noted at the time that receiving 
this diagnosis helped him to make sense of his various 
symptoms. Later still, Jack suggested that he believed 
he met criteria for binge eating disorder, and a collab-
orative review of the DSM 5 criteria established this 
diagnosis as well. 
Therapeutic Intervention 
Although BPD was not established as a diagnosis for 
Jack at treatment outset, it was evident that he ex-
perienced parasuicidal cutting, suicidal ideation, and 
extreme fear of abandonment. Especially during the 
first year of therapy, safety issues were a significant 
concern and focus of intervention. Cutting episodes 
occurred approximately every 7-10 days from the 
beginning of therapy for about 6 months, and suicidal 
and homicidal thoughts were frequent. Dialectical 
Behavior Therapy (DBT) concepts8 were utilized to 
help the patient address his parasuicidal behaviors. 
Concepts such as sitting with distress, mindfulness, 
both-and thinking, and wise mind were introduced 
and reinforced during sessions to facilitate skill-build-
ing and symptom reduction. The DBT concept of ir-
reverence (ie, “communication strategies…to push the 
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patient ‘off-balance’ so that rebalancing can occur” 
within a consistently warm and genuine therapeutic 
relationship)8 was also utilized by the therapist to 
strengthen the therapeutic rapport and to encourage 
positive change. For example, in order to express frus-
tration (but also genuine caring and concern) regard-
ing some of Jack’s choices, the therapist joked that 
his choices were making her pull her hair out, and 
declared that he would soon have a completely bald 
therapist. Jack was also encouraged to recall prior cut-
ting episodes and collaborate on a DBT chain analysis 
of the situations, thoughts, and feelings that had 
led to the urge to cut.8 Concurrently, concepts from 
Interpersonal Reconstructive Therapy (IRT),18 a psy-
chodynamic treatment model that utilizes Bowlby’s 
Attachment Theory,17,19 were introduced to help Jack 
identify connections between his childhood trauma 
experiences and his present-day patterns of thought 
and behavior and to introduce the idea that he could 
choose to “stop playing by the old rules” of his family 
of origin. The relationship between the therapist and 
Jack was utilized as a way to process Jack’s thoughts 
and feelings within the microcosm of the therapeutic 
relationship (a psychodynamic concept). The thera-
peutic relationship provided Jack with a “corrective 
emotional experience”20 that could in turn improve 
his relationships outside therapy.
Breathing and meditation exercises were introduced 
early in the therapy course as a way to begin to 
improve Jack’s anxiety and other PTSD symptoms. 
However, eventually Jack disclosed that he felt very 
uncomfortable with these exercises as they reminded 
him of his parent’s Asian background and thus served 
as a trauma trigger for him. Because of this, use of 
these exercises was suspended. As Jack’s BPD symp-
toms improved, sessions focused more on his trauma 
memories and the shame he felt about having been 
sexually abused by 2 males. He worked through his 
concern that he might be homosexual (which he 
felt he was not) and eventually concluded that any 
sexual thoughts he had about males were caused 
by his abuse experiences. However, he continued to 
worry that his intrusive memories and other PTSD 
symptoms would inhibit him from ever establishing 
a long-term, secure relationship with a woman. Eye 
Movement Desensitization and Reprocessing therapy 
(EMDR)21 was discussed as a possibility to improve his 
trauma symptoms. However, due to his high level of 
discomfort with imagery and relaxation exercises (a 
large component of this therapy), it was decided not 
to pursue this line of treatment. Instead, it was jointly 
decided that Jack and this therapist would begin in-
corporating more discussion of his trauma memories 
into regular talk therapy sessions. 
Outcome and Follow-Up
Jack’s cutting episodes became less frequent after 
the first 6 months of treatment, occurring 10 times 
in the next 27 months. Jack then experienced a brief 
resurgence in cutting episodes and a suicide attempt 
by overdose on his antidepressant, venlafaxine, in 
the context of rejection by a woman with whom he 
had begun a long-distance relationship. The overdose 
occurred while this therapist was out of town and an-
other therapist was providing clinical coverage. He did 
not require hospitalization after this attempt. These 
situations were processed extensively, utilizing DBT 
concepts, after this therapist returned. As part of this 
process, the therapist expressed both her own anxiety 
and frustration (ie, countertransference) about the 
suicide attempt, as well as her commitment to con-
tinue working with him in therapy. As of this writing, 
Jack has not been psychiatrically hospitalized through-
out the treatment course. 
Over the course of treatment, Jack experienced other 
life improvements in addition to psychiatric symptom 
reduction. He enrolled in college to work toward his 
bachelor’s degree. In January 2014, Jack underwent 
gastric bypass surgery, and his body mass index 
decreased to 34, although he continued to struggle 
with emotional (binge) eating at times. Over time, he 
improved in his ability to become emotionally close to 
others and to handle his abandonment fears. He was 
able to take a short out-of-state trip by himself for the 
first time. He became more involved in parenting his 
teenage daughters (who lived with their mother but 
saw him frequently) and made progress in his ability 
to remain calm but firm with them even under trying 
circumstances.
Jack observed that this therapist was the first person 
in his life he felt he could genuinely trust, and the 
close, trusting therapeutic relationship helped provide 
him with a safe context to learn to sit with distress (a 
DBT concept) and realize that he does not have to act 
on his negative thoughts of self-harm or harm to oth-
ers. He further noted that the therapist’s disclosure 
of some of her own life stresses and frustrations was 
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very helpful for him, as it helped him realize he was 
not the only one experiencing such stresses. 
Discussion
This 4-year, weekly outpatient treatment of a male 
patient with complex childhood trauma and diag-
noses of both PTSD and BPD demonstrates some of 
the limitations of evidence-based therapies for PTSD. 
These include comparatively little attention paid to es-
tablishing and maintaining therapeutic rapport and a 
brief treatment duration that, even when focused on 
complex trauma, rarely exceeds 25-30 sessions.22 With 
patients experiencing comorbid PTSD/BPD, in addition 
to reducing posttraumatic stress symptoms, the goals 
of treatment should also include reducing safety risks 
(often brought on by fear of rejection/abandonment); 
minimizing iatrogenic anxiety introduced by trauma-
focused modalities due to gender, cultural, or other 
factors; and helping patients advance toward their life 
goals.15 
Evidence-based therapies for PTSD are limited in their 
lack of extended focus on safety issues in the pres-
ence of BPD. In the present case, therapy focused on 
improving safety issues within the context of building 
trust in the therapeutic relationship. Although every 
patient will have a different treatment trajectory, it 
should be noted that in this case, despite gradual 
improvement in safety issues, safety continued to 
be a significant concern well past the 30-session 
mark. Only after safety issues and other, related BPD 
symptoms had significantly remitted could the fo-
cus of treatment begin to incorporate processing of 
posttraumatic stress symptoms, including intrusive 
memories, feelings of shame, and questions of sexual 
orientation.13 
The literature on working with patients with BPD sug-
gests that a trusting therapeutic relationship must un-
derlie any therapeutic work.4,5,8 As mentioned above, 
however, the symptoms of BPD make establishing a 
trusting therapeutic relationship time-consuming and 
challenging, even as the therapeutic relationship is 
crucial to stabilizing safety, emotional, and interper-
sonal symptoms prior to engaging in trauma work. In 
this case, Jack observed that the therapeutic rela-
tionship helped him cope with significant emotional 
distress that arose through discussing trauma-related 
memories.
One way to address the issues of therapeutic rapport 
building and safety with comorbid patients would 
be to cease thinking in terms of any one particular 
therapy modality and instead flexibly integrate modal-
ities to address the complex presenting symptoms.23 
In this case, concepts from DBT and psychodynamic 
therapies were introduced to help Jack tolerate and 
re-frame distressing thoughts and emotions.8,17-19 Al-
though offered, it was ultimately decided that EMDR 
would not be beneficial for this patient, and thus, he 
and the therapist collaboratively agreed on a more 
informal approach to discussing childhood trauma 
memories.23
To clarify issues raised by this case, future research 
should focus on further delineating the most potent 
characteristics of the therapeutic relationship as an 
agent of change, and how to best blend treatment 
modalities so as to improve treatment effectiveness in 
this patient population. Questions for future inquiry 
might include the following: 
What is the correlation between how strong the 
patient believes the therapeutic relationship to be, 
and the frequency of thoughts about harm to self or 
others over time? 
What therapist characteristics or acts most benefit 
the therapeutic alliance with this population? 
How might one identify the best time to change focus 
from improving symptoms of BPD to improving PTSD 
symptoms? 
How can trauma from child sexual abuse be best ad-
dressed with male patients? 
Answering these questions might help shorten the 
duration of treatment while improving outcomes for 
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